. The application of nHF in IPF may influence low RR and higher tidal volumes in opposite directions as suggested by . There is no a clear clarification of these aspects. Additionally, IPF patients with low lung compliance may necessitate a higher level of flow than 20 liters/min to achieve more EEP pressure and best ventilatory response. These are remarkable aspects that may influence responses in IPF. (2) The authors describe an effective ventilatory response in COPD, but from a practical point of view, the application of nHF in an unstable and severe COPD patient could have a deleterious effect especially in those patients with severe COPD and lead to (a) an increase in basal airway resistances, (b) auto-positive EEP (auto-PEEP), (c) low expiratory tidal volumes, and (d) increased basal RR. In these cases, EEP generated by nHF may show a controversial ventilatory response. In normal conditions, 20 liters/min were associated with a lower EEP to balance auto-PEEP. We consider that a variable range of EEP by nHF with an unstable breathing pattern, airway resistance, and auto-PEEP may have adverse consequences.
Letter to the Editor [4, 5] . The application of nHF in IPF may influence low RR and higher tidal volumes in opposite directions as suggested by Bräun-lich et al. [3] . There is no a clear clarification of these aspects. Additionally, IPF patients with low lung compliance may necessitate a higher level of flow than 20 liters/min to achieve more EEP pressure and best ventilatory response. These are remarkable aspects that may influence responses in IPF. (2) The authors describe an effective ventilatory response in COPD, but from a practical point of view, the application of nHF in an unstable and severe COPD patient could have a deleterious effect especially in those patients with severe COPD and lead to (a) an increase in basal airway resistances, (b) auto-positive EEP (auto-PEEP), (c) low expiratory tidal volumes, and (d) increased basal RR. In these cases, EEP generated by nHF may show a controversial ventilatory response. In normal conditions, 20 liters/min were associated with a lower EEP to balance auto-PEEP. We consider that a variable range of EEP by nHF with an unstable breathing pattern, airway resistance, and auto-PEEP may have adverse consequences.
Fourth, in IPF and COPD patients, linear relations among EEP and flow by nHF could be aggravated by severe lung obstruction and poor volumes, leakage around the nasal prongs, and an open mouth.
In conclusion, the effects of nHF remain limited to a small population of patients with very stable and restricted clinical conditions. It is necessary to know the predictors of response in IPF and COPD for short-and long-term indications.
Nasal high flow (nHF) therapy is a growing technology for respiratory support in different types of acute respiratory failure [1] . However, there are still some controversial issues and few studies in chronic pulmonary diseases [2] . Bräunlich et al. [3] analyzed the effects of nHF on the ventilatory patterns in three different clinical conditions: healthy volunteers, patients with chronic obstructive pulmonary disease (COPD), and patients with idiopathic pulmonary fibrosis (IPF). In this interesting and original study investigating ventilatory response, Bräunlich et al. show potential new applications for IPF and COPD.
We feel that some comments on the clinical practice implications of these observations are necessary. First, these results are clearly limited to the flow rate selected (20 liters/min) and may limit extrapolation to patients with poor baseline or an unstable pattern and a mild PCO 2 level.
Second, the respiratory pattern and ventilatory response need some clarifications. The basal breathing pattern and respiratory rate (RR) of patients are not quite as high as compared to previous studies with nHF and may influence the extrapolations of these results, because the RR is a determinant of important parameters during nHF, such as (1) end-inspiratory peak flow, end-expiratory pressure (EEP) and airway resistances, and (2) a stable breathing pattern of patients with the mouth closed. As regards these last parameters, EEP and effective CO 2 control may be affected in an acute setting in COPD and IPD.
Third, there are some specific aspects related to these chronic lung diseases. (1) Some of these aspects concern the subgroup of IPF. We know that pulmonary function tests in IPF characteristically show a restrictive pattern for a low compliance, small lung volumes, and increased expiratory flow rates due to diffuse fibrosis
